
PATIENT HEALTH QUESTIONNAIRE 

!

Today's Date ___________________

Date of Birth ___________________
Marital Status __________________
Occupation _____________________________________

Date of Last:

Last Menstrual Period _____________________________________
Mammogram ____________________________________________
Pap Smear ______________________________________________
DEXA Scan _____________________________________________
Colonoscopy ____________________________________________
Cologuard ______________________________________________



Patient/Family Member______________________________________________ Date_______________________ 

Please print patient name____________________________________________ 
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